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CONVULSIVE PENTAMETHYLENETETRAZOL SHOCK 
THERAPY IN DEPRESSIVE PSYCHOSES* 


By A. E. Bennett, M.D. 
Omaha 


Results obtained by convulsive pentamethylenetetrazol shock 
therapy in schizophrenic psychoses have been impressive enough that 
I decided to try a modified method upon a case of depressive psychosis. 
Encouraged by excellent and immediate response, I have treated tent 
other cases, all with very favorable results. In my experience, all 
previous methods, including those successful with schizophrenia, have 
shown no consistent effect in shortening the course of the depressive 
psychoses. For this reason the results observed in my series of eleven 
cases are of special importance. 

Meduna! first used epileptiform convulsive shock therapy in schizo- 
phrenia. Acting upon observations that epileptic convulsive states 
and the schizophrenic processes were apparently incompatible 
biologically, he perfected a method of inducing convulsions by a 
camphor-like preparation, pentamethylenetetrazol. His results show 
marked improvement in as high as 80 per cent of cases treated during 
the first year of the disease, and good results in cases treated not later 
than the second year. This method shows results equal to the best 
of those reported from insulin shock therapy in early cases; and because 
of its simplicity and apparently relative safety may well replace the 
latter in all but the undernourished, acutely excited and paranoidal 
types of schizophrenia, in which I still prefer insulin shock therapy.? 

After discouraging results from efforts to relieve with insulin shock 
therapy depressive psychotic patients; and after failure with all pre- 
viously tried chemical, endocrine or shock therapy methods, such as 


* An abstract of the paper presented at the Missouri-Kansas Neuropsychiatric Asso- 
ciation, February 15, 1938, Kansas City Missouri. A complete report will be published 
elsewhere. 

From the departments of psychiatry: University of Nebraska College of Medicine 
and Bishop Clarkson Memorial Hospital. 

tResults obtained by this method of therapy were shown as part of an exhibit 
in San Francisco at the American Psychiatric Association. 
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hematoporphyrin, estrogenic, testicular or pituitary hormones, fever 
therapy and narcosis, I decided to try the effect of pentamethylene- 
tetrazol shock therapy upon a chronic resistant agitated case of in- 
volutional depression. The almost immediate, abrupt termination of 
a very severe case of involutional depression led to further experi- 
mentation. Extraordinary improvement in cleven consecutive patients 
with chronic agitated and stuporous types of depressive psychoses 
leads me to believe that we may now have a potent agent for terminat- 
ing these distressing mental states. 

Results in these cases are of especial interest since there is practically 
nothing so far in medical literature upon convulsive shock therapy in 
depressive psychoses. Schachter* noted improvement in 7 cases of 
anxiety states which he treated with small subcutaneous injections of 
pentamethylenetetrazol. Schémehl,‘ using a modified method to 
differentiate types of convulsions, noted a beneficial therapeutic effect 
in patients suffering from dazed or stuporous states. Mantassut and 
Lemaire’ found that polycamphosulfonates in non-shock doses relieved 
symptoms in milder cases of depressed states, but had no effect upon 
profound depressive states. 

The psycho-physiologic reactions of such a drastic shock therapy 
upon the organisms are not well understood. The profound circula- 
tory shakeup may alter cerebral functioning; or the drug may act 
directly upon the autonomic centers of the brain. Probably the 
convulsion is a symptomatic expression of the pround biochemical 
cellular reaction and not necessarily an essential factor in producing 
changes in affective tone. Pentamethylenetetrazol action is similar 
to that of camphor, stimulating vasomotor and respiratory centers, 
and in excessive dosage producing convulsions resembling those of 
picrotoxin poisoning. The effects seem strikingly similar to those 
produced by the much more hazardous and radical prefrontal lobotomy 
recommended by Freeman and Watts.°® 

Psychologically, the mechanisms of shock therapy offer an interest- 
ing explanation. In cases of severe depression the patient develops 
the delusions that he is chiefly responsible for a great many ills and 
griefs, even for crimes. In all cases strong self condemnatory feelings 
of guilt were present; in several of my cases patients accused themselves 
of murder, loathsome and wicked acts, responsibility for national, 
social and family evils. Several expressed the wish to die, one or two 
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had attempted suicide, one patient desired to have a prefrontal lobot- 
omy performed, hoping for a fatal outcome. According to Karl 
Menninger’ this conscious wish to die is not entirely genuine, but is a 
fantasy representing a wish for punishment. The death instinct is 
never conscious but is manifested indirectly. 

The demand of the conscience for punishment may be satisfied by 
the shock treatments; although the patient received no previous 
explanation of the shock therapy, he retained unconscious memory of 
the pain as shown by requests not to be subjected to later treatments. 
But having undergone the painful convulsive therapy, he has ap- 
proached death psychologically, has suffered punishment, has as it 
were, proved himself willing to take punishment. His conscience is 
then freed; and he can allow himself to start life over again, free from 
the compulsive pangs of conscience. 

In all eleven cases regularity of improvement was noted within two 
weeks after pentamethylenetetrazol treatment was begun. An average 
of five shock treatments were given. Improvement in even severe 
types of the presenile period, four patients were past 55 years of age, 
speaks for the specificity of the method, which has more consistently 
shortened the depressive psychoses than any method previously de- 
scribed. It should therefore be given further experimentation and 
may also prove useful in relieving severe anxiety neuroses. It appears 
to be reasonably safe, even with older patients. So far no complica- 
tions have resulted, but exhaustive physical studies, including careful 
cardiovascular examination should precede treatment. Its potential 
danger precludes using it elsewhere than in well equipped psychiatric 
departments under skilled medical and psychiatric nursing supervision. 
Sufficient time has not elapsed to determine delayed after-effects to the 
treatment or incidence of relapses; but so far, recovered patients con- 
tinue to be stable and normal. 


CONCLUSIONS 


Eleven consecutive severe depressive psychotic patients have all been 
relieved by pentamethylenetetrazol shock therapy. 

This method has more consistently shortened the depressive psy- 
chosis than any method heretofore described. 

The method should be given further experimentation. It appears 
to be reasonably safe, even in older patients but careful cardio- 
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vascular examination should precede its use. Its potential danger 
precludes its use for the present in general practice. It should be 
given only in well equipped psychiatric departments under skilled 
psychiatric nursing supervision. 

This treatment offers considerable hope of rapidly relieving the 
lesions of suffering melancholiacs. There is also reason to believe the 
method may likewise become useful in severe anxiety psychoneuroses.* 
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*Up to June 1, 1938 a total of 21 cases of depressive psychoses have been treated 
with uniform results. Eight patients were past 55 years af age. No treatment 
complications were observed. 





Wer 
be 
lled 


the 
the 


os * 


~D. 








THE TREATMENT OF CHRONIC ALCOHOL ADDICTION 
By Wiii1am C. Mennincer, M.D.* 


From a social point of view chronic alcohol addiction appears to be 
again increasing in frequency. From a medical point of view it con- 
stitutes one of the most difficult problems in treatment of any of the 
many forms of disorder of the personality. Not only does the man- 
agement of the alcoholic in the institution present many difficulties 
but one may rightfully conclude that at the present time there is no 
adequate plan of treatment for the great number of people so afflicted.} 

Before discussing the treatment of chronic alcohol addiction it is 
pertinent to define and consider certain implications of the term 
‘chronic alcohol addiction.’” We do not include in this group of in- 
dividuals the cases of acute intoxication or delirium tremens, nor the 
alcoholic psychoses. Neither does one include the occasional consump- 
tion of alcoholic beverages by the average individual usually referred to 
as ‘‘social drinking.’ This designation is limited to a character dis- 
order marked by repeated excessive drinking of alcohol to such a 
degree the individual's own efficiency or happiness is severely impaired, 


* Presented at the Central Neuropsychiatric Hospital Association Meeting, Chicago, 
Ill., March 18, 1938. 

+ The writer is not unmindful of the work of Durfee (1), the plan of Peabody (2), 
or the recently published report of Strecker and Chambers (3). 

Unfortunately, there are no available statistics to indicate the magnitude of this 
problem and there are no very recent figures available of the number of patients admitted 
to mental hospitals because of alcohol. In 1934, 4.9 percent of all cases admitted to state 
institutions were alcoholic, though these were probably chiefly with psychoses. Recent 
figures from one life insurance company (quoted by Strecker and Chambers) showed that 
in 1932, I1.9 persons in every 100 under 30 years of age applying for life insurance were 
rejected because of “‘heavy alcoholic indulgence."’ In 1936 this figure had increased to 
33.7 in every 100, an increase of 183 per cent in four years. 

Dr. Karl Bowman (4), Director of the Department of Psychiatry at Bellevue Hospital, 
New York City, recently stated that his department was treating 1,000 cases of alcohol- 
ism a month, and reminded us of the fact that temporary treatment of fines or jail 
sentences did not cure this condition. He recommended the establishment of state insti- 
tutions for long term treatment of chronic drunkards and psychopathicalcoholics. Mean- 
while, cases of alcoholism should be treated by short periods of hospital care. He called 
attention to the fact that at present only those alcoholics whose families can afford to 
pay for private hospital treatment are receiving proper attention. 
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and the relationships in his business, his family, and with his friends 
are jeopardized or actually damaged. This diagnostic term, however, 
is chiefly a descriptive label of the outstanding complaint, grossly 
inadequate in that it implies that the alcohol addiction is the total 
picture, whereas we must regard it as only a symptom and not the 
diagnosis of the personality disorder. It is a convenient term and has 
been widely accepted, but to the informed individual it always infers 
the presence of many other disturbances within the personality. Thus, 
these individuals consistently show maladjustments in their family 
relationships, their business accomplishments and in their achieve- 
ments in other fields. They usually show many neurotic symptoms 
and character traits, emotional immaturity, and occasional paranoid 
or schizoid trends. 

Because this diagnostic label of “‘chronic alcohol addiction’’ is 
applied to such a wide variety of personality disturbances in which it 
happens to be only the conspicuous symptom, there have been some 
efforts to classify various types. Although unsatisfactory since such 
groups are purely symptomatic designations, they are helpful for the 
chief reason that they have some value in determining the nature of 
the treatment as well as the prognosis. At least four general groups 
of individuals can be distinguished who present chronic alcohol ad- 
diction. The majority of these will fall into what Knight® called the 
essential and the reactive types of chronic alcohol addiction. 

1. The Essential Type: Knight included in this group those indi- 
viduals in whom the maladjustment has been conspicuous since 
childhood or adolescence, and usually the first alcoholic episodes occur 
in their teens. They rarely give a history of any accomplishment 
either in their school life or in their business life and rarely give a his- 
tory of having been economically independent, at least through their 
own efforts. Their life story is a continuous demand for pleasure, 
with little if any regard for reality requirements or possibilities. 

2. The Reactive Type: Here Knight included individuals in whom 
the alcohol addiction seems to be a response to an attempted adjust- 
ment to some over-taxing situation. In some cases it is apparently 
the result of a decompensated adjustment. In these individuals one 
finds a history of some achievement prior to the alcohol addiction, 
sometimes having recourse to alcohol only late in life. This group 
includes the majority of men and women who begin drinking in middle 


life. 
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3. There is a third group of individuals designated by Alexander as 
‘‘neurotic characters’ whose excessive drinking is only one and usually 
not the most conspicuous evidence of maladjustment. These indi- 
viduals present a type of reaction in which the drinking is a part of the 
acting out process but is fused with asocial and anti-social behavior 
which invariably terminates in self-punitive results. These persons 
are truly neurotic individuals though instead of developing internal- 
ized symptoms they externalize their conflicts in a repetitious series 
of activities or relationships. The environment usually suffers, and 
the activities lead to some form of retribution or punishment for the 
individual. 

4. There is a fourth type of alcohol addiction in what we may 
call psychotic personalities. In these individuals the alcoholism 
represents only a symptom in a paranoid or schizoid or otherwise 
psychotic system. 

Etiology: The psychological motives for drinking, as outlined by 
Knight® ® and my brother’, are several. First, it may represent an 
infantile revenge reaction, a hostile expression for failure to receive all 
that he wants. Second, it may represent an attempt to obtain the 
denied love, symbolically the mother’s milk, and can be portrayed as 
an aggressive method to continue sucking the original bottle or nipple. 
Third, and perhaps most frequently, it may represent an attempted 
denial of his desires to be passive, receptive and thus feminine, and 
feelings of inferiority. Many, if not all, of the essential alcoholics 
begin their drinking at a time when they most want to assert their 
masculinity, namely, in late adolescence. One can often find definite 
evidence that this is an unconscious awareness of lack of masculinity, 
i.e. their femininity. In all cases the drinking invariably increases 
these passive desires and feelings of inferiority. 


TREATMENT METHODS 


To remain consistent with the etiological concepts described above, 
the aim of treatment must be to help the individual achieve a psycho- 
sexual maturity with an insight into the nature of his previous 
methods of attempted solution of conflicts, as typified by the alcohol ad- 
diction. If the individual reaches this stage and can refrain from jeopar- 
dizing himself, his family and his business, I think we should regard 
him as a ‘‘social recovery,’ and in many instances this is synonymous 
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with an ‘‘occupational recovery."’ It is obvious that to attempt this 
revision is a major undertaking, since it involves making fundamental 
changes in the individual's personality. Consequently, it is with 
much skepticism that I read of individual alcohol addicts being 
“‘cured"’ after a month's stay in an institution. 

From our own experience we are convinced that mere detention does 
not “‘cure’’ an alcohol addict. It is quite possible that for a time he 
may refrain from alcoholic excesses, but it in no way changes the 
fundamental personality disorder. Furthermore, we doubt very much 
whether hospitalization even supplemented with various occupational 
and recreational activities can accomplish this. There is no evidence 
whatever that the various chemical cures, so called, are effective. In 
fact, it is exceptional that we receive any alcohol addict who has not 
had one or several of these so-called “‘cures."’ ‘‘Recoveries’’ are 
reported as having been accomplished through superficial counseling 
with the patient, in rare instances through some sort of religious ex- 
perience or following a tragic event. Such individuals may have 
controlled their alcoholic excesses, but it is possible that they have 
substituted some other form of neurotic expression for the excessive 
alcoholism. 

When a patient comes for treatment, in order that we may give a 
fair prognosis, we feel that the patient himself should have a strong 
conscious desire to recover, though we recognize that his desire rarely 
remains constant. Too much emphasis cannot be placed on this re- 
quirement. So long as the patient has a firm desire to get well and 
can gain some recognition of the fact that he is sick—desperately sick 
—he has a chance under suitable conditions with sufficient help. On 
the other hand, for the person who regards himself as doing a favor to 
his relatives, or who believes that nothing serious is wrong with 
himself, or who has to be forced to accept hospitalization, the chances 
are strongly against his recovery. In not a few instances, after a 
period of study and proffered help to this latter type of individual, 
we have refused to carry on further efforts. In a few such instances, 
during a period of hospitalization it has been possible to help the 
patient see his need for treatment. 

However, as indicated above, even though a patient may come to us 
with the urgent desire to receive help, this desire rarely remains con- 
stant. Too often these individuals have some preconceived notion 
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as to how this help should be given; they have illusions as to the 
nature of the treatment, the hospitalization. In short, they want to 
prescribe their own method of getting well. In varying degrees prob- 
ably all patients with this difficulty rebel against the regime, and often 
refuse, within a period varying from a day to a month after their 
admission, to adhere to the program of therapy. Consequently, a 
second essential factor in the treatment is permission to hold the pa- 
tient in the hospital, and approval of it by both the patient and his 
relatives, even against his own wishes. In many instances if this 
condition prevails it is likely that the storm can be weathered and the 
patient returned to his therapeutic program. 

A third requirement for obtaining a satisfactory end result is psycho- 
therapy. Unless the patient can gain insight and reeducation, we 
cannot regard him as cured. Consequently, that large group of pa- 
tients who refuse to acknowledge that they have major difficulties 
that are deep-rooted in their lives or who maintain that they ‘‘can 
stop drinking anytime’’ they want to, or believe that they ‘have 
learned their lesson’’ by being brought to the hospital and for these 
or other reasons refuse psychological help, must be discharged as 
‘condition unchanged.’" Thus even though the patient may be re- 
tained in the hospital and a program of activities may be provided as 
an outlet for him, unless he gains insight into the nature of his illness, 
we cannot expect him to recover. From our point of view, the major 
part of the conflicts producing the alcoholic excesses, as well as the 
other evidences of maladjustment, arise from the patient’s unconscious, 
and consequently in our own experience psychoanalytic help, where 
it is possible, offers the best form of psychotherapy. 

A fourth requirement for a favorable prognosis is an understanding 
both with the patient and the relatives that the recovery process is 
going to be a long-time job, certainly one of months, and more often 
of years. 

Management of the Relatives: The first problem presenting itself in the 
treatment of the alcoholic is usually the contact with and the educa- 
tion of the relatives. It is a rare experience in our practice that the 
relatives do not have a part in the picture, either as advisors or more 
often as financiers. Im fact, in those few instances in which we have 
tried to deal only with the individual we have not been successful for 
the reasons that sooner or later they refuse treatment. Consequently, 
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except under very unusual circumstances, we insist that a third party 
make the official application (usually a relative, sometimes the refer- 
ring physician, occasionally a friend) for admission to the hospital 
and that this third party assume the financial responsibility and nego- 
tiate the business transactions with the hospital. 

The relatives invariably present problems of their own. By and 
large they present a very similar picture. They are usually desperate 
and discouraged, often disgusted with the patient. Their emotional 
attitude is conspicuously ambivalent; their love for him is expressed 
by their desire and wish to help him, and their hostility is expressed 
by their irritation, impatience and disgust. Even though they have 
experienced the vicissitudes of from one to twenty years of trying to 
adjust to and accept the patient and his illness, and have seen ten pre- 
vious therapeutic attempts fail, the great majority fully expect the 
present effort to be a triumph in a short time. Consequently when 
they finally prevail on the patient and he agrees to come voluntarily, 
their hopes rise and they immediately become overly optimistic. 
Despite the fact that the patient may have told them many times that 
he had positively stopped drinking, the relatives are all too inclined 
to believe him even a hundredth time. 

Just what to tell the relatives is a practical problem. We attempt to 
cover at least the following points: First, weexplain to them the basis 
on which we will attempt to help the patient, namely that it may be 
necessary for him to be confined against his wishes, and consequently 
they should see and understand as fully as possible the actual physical 
set-up and relationships under which the patient will live. We thus 
try to guard against the patient’s subsequent threatening us with what 
his relatives would do if they knew his predicament. Second, we 
attempt to explain to the relatives something of our conception of the 
nature of alcoholism, namely, as outlined above, that it is a symptom, 
and even though extremely devastating is only one indication of a 
seriously maladjusted personality. Thirdly, we give them an ex- 
planation of our treatment approach. Since the drinking is a symptom 
we are interested in what is behind the symptom, what causes it, and 
explain to the relatives the necessity for the patient to gain psycho- 
logical understanding and insight into the nature of his conflicts. 
We explain the program of activities in the hospital, our plan of pro- 
tection of the patient and the necessity for psychotherapy. 
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It has seemed desirable to express to the relatives a strong conviction 
regarding the doubtful prognosis in this type of disorder. They are 
all too prone to expect prompt and complete recovery. It is certainly 
not possible immediately on the patient’s arrival to evaluate or ex- 
press an opinion relative to the prognosis in that individual, though 
invariably the relatives want to know what the patient's chances are 
for recovery. We state that it is one of the most difficult problems 
which we attempt to handle, that some get well and some do not. 

The relatives must be educated to see that the problem is to make a 
very major change in the personality and that we cannot change 
twenty or thirty years of evolution in the course of a few weeks. We 
have found it most practical, if the symptoms are long standing, to say 
frankly that if we can effect a change in a year we shall be satisfied, 
and that not infrequently it requires considerably longer than this. 
In other words, we take an attitude similar to that which the surgeon 
must take toward cancer, or the internist toward tuberculosis. 

We apprise relatives of the possibility of relapse, at least to the 
extent of alcoholic sprees of a day or two during the period of hos- 
pitalization. Under our method of management, after a period of 
some months the patient is permitted to go downtown and occasionally 
alcoholic patients break over on sucha trip. Unless the relatives have 
been warned about this they regard such an episode as evidence that the 
treatment has been of no avail and consequently may interrupt it. 

But with all this attempted help to the relatives, they continue in 
many instances to be the chief reason for the patient's failure to make 
progress. Their naive optimism and will-to-believe immediately as- 
serts itself on a visit to the patient after three or four weeks. They 
see him improved physically, forget or ignore the fact that the psycho- 
logical factors are unchanged and are impressed by his own positive 
conviction that he is through with alcohol forever. Despite our 
previous warnings of the possibility, on the receipt of a complain- 
ing, often vindictive letter from the patient, they rush to the scene. 
Despite their firm intentions to talk honestly and bluntly with the 
patient, three out of five accede to the patient's entreaties and remove 
him from the hospital. A very frequent rationalization runs about as 
follows: ‘I know he has been pretty bad but I believe he has learned 
his lesson. He says he won't drink any more. Maybe you are right, 
doctor, but I wouldn't feel right about it if I didn’t give him another 
chance.’’ This paradoxical attitude of giving the patient his wish in 
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the face of their own past experience as well as strong advice to the 
contrary, leads one to conclude that the unconscious factors in some 
relatives often indicate they do not want the patient to get well. 

Finally, after we have had an opportunity to study the patient we 
explain to the relatives the more specific nature of the illness in this 
individual. Often the most important part of such information is to 
explain to them the part they have played in the production of the 
condition and the necessity of their understanding and continued co- 
operation during his treatment. 


HOSPITAL MANAGEMENT 


Attitudes: It is difficult to generalize about the attitudes which physi- 
cians, nurses and therapists should assume toward the hospitalized 
individual afflicted with chronic alcohol addiction, since each person 
must be treated individually. We have found from experience, how- 
ever, that certain attitudes are helpful in the majority of instances. 
Perhaps most important is an ‘‘active friendliness’’ to provide for these 
persons a constant source of affection. So frequently their love life 
has been disturbed, as indicated above under etiology, by an alternating 
severity and indulgence, that a consistent and constant supply of 
affection and interest in their well being and future is almost always 
indicated. Directly related to this supply of affection is the admonition 
to all who come in contact with the patient, to refrain from giving the 
impression, either by what is said or what is done for him, of being 
condemnatory or punitive or retaliative or moralizing. The patient 
is all too prone to interpret many of the restrictions as falling under 
one of these categories. Repeatedly the alcoholic individual is in- 
clined to interpret whatever methods are used as an effort to make 
things difficult for him, perhaps even going so far as to believe that he 
is being ‘‘tested out’’ by unnecessary or irritating requests. Despite 
the fact that the individual may want treatment, his ambivalence is 
shown by an almost constant barrage of impossible requests and even 
demands. To meet these, every member of the personnel must main- 
tain a friendly though firm attitude, granting those that are not detri- 
mental and refusing those that are. Because they are often so infantile 
and the illness presents so many evidences of their oral, grasping, 
intaking, dependent nature, special efforts must be made to avoid 
unnecessary frustration. 

Activities: Initially the alcoholic individual always regards himself 
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as an exception, and too often this attitude prevails for many months 
of his treatment. He invariably objects to the fact that there are 
‘‘mental cases’’ on the same hospital floor with him. He is at first 
reluctant to associate with them, to be in any way identified with 
them. Consequently, in planning his program initially it is advisable 
to prescribe activities which do not necessitate his going with a group. 
Nevertheless, we have found it very desirable to plan anactive program 
which will afford an opportunity for him to sublimate his aggres- 
siveness, as well as find satisfaction for his oral craving in as many 
ways as possible. Occasionally some of them find this in shop work, 
even to the point that they wish to exclude everything else from their 
program except shop work and do overtime in it. In other instances, 
the individual finds no outlet there but finds it in sports, often in com- 
petitive sports. We have often found it expedient to give these indi- 
viduals an hour or two of hard manual labor, even though they usually 
do it against their will. Rather frequently it serves as an excellent 
outlet for their aggressions and they come to enjoy it, lead themselves 
to believe that they are getting into fine physical form and evidence a 
zest for it. Just as in discussing “‘attitudes’’ it is impossible to dog- 
matically list a set program of activities for the alcoholic individual, 
since again this must be determined entirely by the individual's need 
and his own attitude. 

Privileges and Liberty: When the patient is first admitted to the in- 
stitution we place him in a ‘‘closed’’ building which is provided with 
locks on the doors and he remains there from two to three months 
(occasionally less, sometimes even longer) before he is moved to an 
‘open’ building. The individual afflicted with alcoholic addiction 
is often untrustworthy. In every instance we can assume that even 
though consciously trustworthy, he is unconsciously untrustworthy 
and thus cannot be relied upon even though he himself may be quite 
sincere in the belief that he can. On this basis it is our own practice 
to grant privileges to the patient in the way of going about by himself 
either about the grounds or to town in a slow and graded fashion judg- 
ing each case on its own merits. While we have no fixed rules, in general 
we grant no privileges of any type during the individual's first month 
in the institution. By the end of this period, however, it is often prac- 
tical to permit the patient to go to the shop alone, or perhaps to go 
between building on the grounds. Also if his own attitude about the 
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situation justifies it he is permitted to go to the city with an attendant 
or with a group. In the course of the second month if the patient's 
attitude and behavior warrants it, his privileges are increased, giving 
him the opportunity to come and go as he wishes about the grounds. 
By the end of the third month he is usually permitted to go to the city 
occasionally, unaccompanied. The violation of these liberties is 
interpreted by us as an indication that he is not yet able to handle them, 
and so depending entirely on the nature of the violation and on the 
individual's attitude about it, he is again restricted in some degree 
with cancellation of some or all of his previously given liberties. 

The length of time to afford the alcoholic addict protection through 
the facilities of the hospital is problematical and varies widely with 
different individuals. The hospital undoubtedly in some instances is 
regarded by the patient as an enforced prohibition and sometimes he 
uses it as another form of dependency to be violently thrown overboard 
if given an opportunity. The patient who does not make consistent 
efforts to get well, who refuses to recognize the need on his own part 
to abstain, is especially prone to use his hospitalization in this manner. 
Then, when given freedom he almost defiantly enjoys indulging him- 
self in further alcoholic excesses. On the other hand, the patient who 
utilizes the hospital as a temporary support and who will assume 
responsibility for changing his personality, including his regression 
to alcoholic excesses, is often able to move out of the hospital after a 
period of a few months. Our ideal in management is to bring the 
patient to such a point where he can control himself, where he has 
gained sufficient insight to become independent and live outside the 
hospital before his course of psychotherapy is finished. Consequently, 
many of our patients are permitted to leave the hospital though they 
continue their daily psychotherapeutic hour until such treatment is 
completed, sometimes a manner of some months. Unfortunately 
there are many instances in which these patients relapse, sometimes 
temporarily and sometimes so completely that they have to return to 
the hospital. In several instances patients have had to resort to the 
support of hospitalization for a year or longer, and many others should 
have done so except that they persuaded their relatives to do something 
else or they themselves refused any further treatment. 

Psychotherapy: As indicated above we regard psychotherapy as 
probably the most important part of the treatment program. Psycho- 
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therapy, however, is a broad term which includes a good many types 
of approach and these must of necessity vary with the patient's in- 
tellectual endowment, his desire to receive such help, and the degree 
and type of the addiction present. 

In our own experience we have found that psychoanalytic therapy 
is most effective, providing that the patient can be led to a desire for 
it and has the capacity to carry it out. We have found it desirable, 
however, to modify the orthodox technique in some minor ways 
(Knight®). Specifically, it is not desirable in this form of treatment 
to focus attention on the drinking since by so doing one infers con- 
demnation. The drinking comes up many times but only as the pa- 
tient brings it up for discussion, rather than the physician. Such 
treatment is further modified by being somewhat more active than 
with the ordinary psychoneurotic individual since in the alcohol 
addict the demand for indulgence and affection is much greater. A 
special effort is made to build up the individual's ego by giving him 
special commendation for accomplishments, and by frequently calling 
attention to his capabilities. We have found it expedient to avoid a 
discussion of the patient’s unconscious homosexuality until he is well 
along in the procedure. 

In many instances the patient refuses any sort of psychotherapy and 
we regard such cases as hopeless. In others it is possible to carry on 
at least for short periods, rarely for more than 20 or 30 hours, a super- 
ficial sort of expressive psychotherapy in which the physician attempts 
to help the patient see his infantile behavior, his inadequacies and 
such gross factors in his maladjustments as he may be able to accept. 
To focus on the drinking alone, limiting the discussion to the rational- 
izations and the conscious attitudes about it seems useless. Even in 
our more abbreviated efforts of psychotherapy we do not stress the 
alcoholism to the exclusion of other equally conspicuous maladjust- 
ments. Rather, we attempt to help the patient see that the drinking 
is only one tree in his forest of difficulties. With such psychotherapy 
we must regard our likelihood of having effected permanent beneficial 
results as much less than when deeper psychological motives have 
been attacked. 

With regard to the prognosis, our results do not justify an optimistic 
outlook for this group as a whole. In the first place, only a compara- 
tively small number of individuals can be given prolonged or deep 
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psychotherapy. Our experience with less intensive measures has 
occasionally produced very satisfying results but in many more in- 
stances very disappointing results, though I should add that we had 
no choice in the method used. Probably the majority of patients 
received minimal benefit, either because of their own attitude or 
because of the ambivalence of their relatives who managed to interfere 
with the program before it could more than get under way. 


SUMMARY 


The treatment of alcoholism involves problems as difficult as in any 
type of personality disturbance. Our efforts at treatment have made 
us aware of many unsolved problems, but have led us to unqualifiedly 
believe that the treatment must be carried out in the hospital and must 
provide opportunities for externalizing and sublimating the aggres- 
sions along with psychological help to gain insight and reconstruct 
the personality. Such a program requires a long period of time, but 
seems to us to offer the most rational method of therapy for this 


disorder. 
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THE NURSING CARE OF CHRONIC ALCOHOL ADDICTION 


By Isapet Erickson, R.N.* 


The nursing care of the neurotic patient with chronic alcohol addic- 
tion presents many problems. It is my purpose, in this paper, to dis- 
cuss some of the more common problems arising in the hospital and in 
the nurse’s management of them. 

Admission to the Hospital: For those chronic alcohol addicts who 
come to the hospital voluntarily and when sober, admission presents 
the problem of accustoming the patient to his new environment. All 
too often, the patient has a rude awakening to find the hospital very 
different than his previous conception. The locked doors, the pro- 
hibition of coming and going as he wishes, the checking of his clothes, 
the presence of psychotic patients all may be traumatic experiences 
and the nurse must use her most reassuring tact to help the patient 
accept these. 

For that group of patients who are forced by their relatives to come 
to the hospital as a last resort or who are brought by officers of the law, 
the situation is a more difficult one for both the patient and nurse. 
The patient may be intoxicated upon his admission but as the intoxica- 
tion wears off he becomes demanding and unreasonable in his requests 
and makes many bids for attention. The adjustment to the hospital 
is difficult for most patients and particularly so for the alcohol addict. 
The effects of the withdrawal of alcohol, the radical change in ac- 
tivities, the necessary prohibitions, the new people about him—all 
add to his adjustment problem. Consequently, the nurse should re- 
assure him in every way she can, meet his reasonable demands and ex- 
plain to him the desirability of discussing his wishes with the phys- 
ician. She should assume an attitude of extreme patience and active 
friendliness. 

Problems Arising During Hospitalization: The average individual ad- 
dicted to alcohol, although passive and dependent, is usually a very 
friendly and likeable person. He has an ability to make himself liked 
by both nurses and patients, and he uses this friendliness to assist him 


* Director of Nursing Education. 


113 











I1i4 ISABEL ERICKSON 


in accomplishing the things he desires. The nurse must keep in mind 
that she is dealing with an emotionally immature though physically 
adult person who has had a great deal of difficulty in coping with his 
problems, who regularly regards himself as an exception, and who is 
likely to assume the attitude that everyone is out of step but himself. 
The patient attempts to influence our therapy by trying to convince us 
that he is entirely different from other patients, even from other alco- 
hol addicts. We are frequently confronted with such statements as, 
‘I’m not crazy, but you put me in with these nuts, so what can you 
expect?’” Or ‘‘Such an environment would drive anyone insane.’ 
Cr ‘If my folks only knew just what kind of a place this was they never 
would have left me here.’ He may continue, ““The place was mis- 
represented to them; they understood that it was some kind of a resort 
where people could come and go as they wished.’” When these many 
demands are met with frustration the patient reacts in an infantile 
manner. He decides to ‘‘rebel,’’ ‘‘go ona strike,’’ ‘*bring the doctor to 
time.’" The nurse is the target at which most of these remarks are 
thrown, and her attitude has much to do with the patient’s reaction to 
both the physician and the therapy. She should display a consistent 
objective attitude and should never express disgust or irritation at the 
patient's behavior. Since she must be helpful to both patient and 
physician, she should be capable of reassuring the patient and at the 
same time able to evaluable objectively his behavior for the physician. 

Perhaps a special comment should be made about the seductive pro- 
pensities of the alcoholic individual. Generally such persons who 
come to the private sanitarium are individuals whose families are 
average or above average in financial standing. We find the majority 
of them to be over-indulged, immature adults who have been able to 
buy their way around but who are rarely capable of earning their living 
except in a protected situation. They are most always dependent on 
financial or social support from the family. Their financial security 
has in many instances given them the advantages of extensive travel, 
and occasionally of unusually expensive hobbies, and because of the 
family’s prestige they may have had advantages that the average per- 
son has lacked. 

Since the hospitalized alcoholic patient can no longer buy his way 
about with money (though this may even be attempted) it is necessary 
for him to use other methods. The alcoholic patient attempts to 
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influence the physician, the nurses, therapists and attendants by vari- 
ous methods such as making promises, offering bribes, lying, and by 
feeble attempts to demonstrate how different he is from the other 
alcoholics with whom he may be associated. It is very necessary for 
the people who deal with such a patient to help him develop confi- 
dence in them, but on the other hand one must always remember that 
he is dealing with an individual who cannot be rrusted. The nurse 
can always present a friendly, kind, but firm gtitude toward the 
patient, never playing the part of the judge in att"ynpting to censor or 
reprimand the individual for his escapades. A problem that has con- 
fronted us is that occasionally a nurse becomes emotionally involved 
with a patient, often developing a positive counter-transference which 
is detrimental to the therapy. Too much stress cannot be placed on the 
nurse’s attitude. It should be objective and unemotional to bring 
about the most beneficial results for the patient. 

We meet another phase of this seductiveness in the patient's relation- 
ships to other patients. It is not at all uncommon when a group of 
alcoholics have town privileges for one member of the group to per- 
suade one or more of the others to drink. Often the one who encour- 
ages and tempts the group by furnishing the liquor and being exceed- 
ingly friendly with them may stay sober. He may even go so far as to 
bring the inebriated individual back to the hospital. By such be- 
havior he hopes to impress his physician with his ability to resist 
alcohol as well as with his cooperative spirit. One can be sure that 
such tactics represent the individual's aggressive feelings both against 
the hospital and against patient friends, though he consciously may 
have little or no recognition of this. 

Reaction to Foods, Beverages, and Drugs: The individual addicted to 
alcohol is an excellent example of the oral character as has been 
shown by the work of Rado, Knight, and others. We have observed 
that these persons eat a great many spicy foods and request various 
special sauces for meat. They have many pronounced dietary likes 
and dislikes. In the hospital, they consume excessive amounts of 
fluid in any available form, almost always preferring to drink it out of 
a bottle if available; one patient drank an average of fifteen bottles of 
coca-cola a day for a period of some months, and once consumed twenty- 
two bottles in one day. These individuals drink a number of cups of 
coffee with their meals and often ask for it between meals. Their 
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oral cravings are also expressed in other forms. They smoke exces- 
sively; they make frequent visits to the dentist to have minor diffi- 
culties attended to, to have their teeth cleaned, or just to have the 
dentist “‘look at’ their teeth. Their tendency to ask for and accept 
medicine is excessive; they are prone to take tonics, bisodol ‘‘to assist 
digestion,"’ cathartics, sedatives, all inexcess. Frequently the alcohol 
addict gives a history of periods of addiction to one of the sedative 
drugs. 

These individuals present an outstanding problem in the nursing 
management of their food and fluid intake because, like all pronounced 
oral characters, they make many demands, expect them to be carried 
out, and react to denial with much fretting and peevishness. They are 
given the regular diet planned by the dietitian and served as attrac- 
tively as possible. Coffee drinking is permitted as the patient desires 
unless there is some physical contraindication. Coca-colas and cigar- 
ettes are permitted at the physician's discretion. Medications are 
given according to the physician's order, and the nurse is expected to 
hold p. r. n. medication to a minimum. 

Reaction to Privileges: The physician explains the restrictions and 
privileges to the patient on admission if he is in a condition to com- 
prehend them. This is never sufficient however, and though it has 
all been explained to him he cannct understand why he may not have 
his money, go about the grounds unaccompanied, smoke as many 
cigarettes as he wishes, or make long distance calls to his family when- 
ever he desires, or why he should be expected to take part in scheduled 
activities or have his breakfast served at a certain time instead of 
whenever he awakens. The nurse listens to these many complaints, 
not once, but many times, throughout the course of the day and at- 
tempts to explain them in an unaggressive but positive manner. The al- 
coholic makes many requests and demands for privileges and if they are 
refused or postponed, he displays a nearly stereotyped reaction to the 
frustration. For instance, he may ask to go to town and if his con- 
dition permits the physician may leave an order that he may go to 
town accompanied by an attendant. A common response is, ‘‘What 
does he think Iam? Can't he trust me? I'll not go if I have to havea 
‘gorilla’ with me. I'll stay right here first.’ He pouts, sulks, and 
refuses invitations to take part in any planned activity—in short, 
conducts himself in a childish, provocative manner. The nurse must 
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ignore this behavior and listen to the complaints, and if the oppor- 
tunity presents itself, point out to the patient in a quiet, unconcerned 
manner that he is punishing only himself and not the physician by 
not going to town. She may reassure him by calling his attention to 
the fact that no one would know the man with him was an attendant 
unless he should conduct himself so that the attendant would have to 
exert his authority. 

It is impossible to meet all the requests and demands of a patient 
and, furthermore, it is not within the nurse’s province to change the 
standing orders for the patient because he does not want to follow 
them. The nurse must bear the brunt of the expressed hostilities 
and one of the chief nursing problems is to smooth the path for these 
individuals and to avoid unnecessary frustrations. Frequently the 
nurse can point out in a friendly manner the patient's inconsistencies; 
she can suggest a permitted substitute gratification for some pro- 
hibition or restriction; she may help him avoid frustration by antici- 
pating his legitimate wants and arranging to grant them before he 
verbalizes them. For instance, an individual may decide at a late 
hour to ask to make a trip to town and only if the nurse has anticipated 
this is it likely that she will be able to arrange for an attendant. He 
will need spending money for such an excursion but usually neglects 
to arrange for it or even think of it until after the business office is 
closed. The nurse may forestall outbursts of hostility by foreseeing 
difficulties or anticipating wishes that are likely to arise. 

It has been my purpose in this presentation to stress the part the nurse 
plays in the treatment of the patient suffering from chronic alcoholic 
addiction, and the importance of understanding the emotional pattern 
of these individuals in order to make the therapy most effective. 











PARANOID STATE WITH DELUSIONS OF INJURY BY 
“BLACK MAGIC’ 


By Nataan W. Ackerman, M.D. 
New York City 


In our current era of scientific enlightenment, one rarely encounters 
patients suffering delusions of persecution by means of Black Magic 
and Witchcraft. Several years ago, I had occasion to treat a negro 
patient afflicted with paranoid delusions of this very nature. She 
lived in imminent fear of being attacked and injured through the 
circuitous and mysterious practices of the “‘Black Art.’ The ‘Black 
Art,’’ which was so conspicuously a part of the ideology of the Middle 
Ages, may be defined as a system of magical practices designed to hurt, 
maim, or kill an enemy. 

Our chief interest here is a consideration of some aspects of the 
psychology of the belief in magic, mainly on the background of the 
clinical history of the above mentioned patient. The character of 
the beliefs to which this patient succumbed is of a piece with primitive 
concepts of sorcery, witchcraft, etc. In this connection I wish to cite 
a quotation from ‘‘Psychology of a Primitive People’’ by Porteus: 
“If we can realize the intense loneliness of the black fellow’s world, 
the fact that he is governed on every hand by unreasoning fear is en- 
tirely explicable. We shall no longer impute this phase in malevolent 
magic to stupidity, but rather to an ever-active imagination working 
under the most extraordinary conditions.”’ 

Ideas of magic are among the oldest heritages of pre-historic man. 
In early periods of human evolution, and in some primitive cultures 
today, a fear of harm through magical means was, and is, a normal 
rather than a pathological experience; whereas, in the later eras of 
human evolution, and in civilized societies, it is considered patho- 
logical. 

A corollary of the above phylogenetic consideration is the onto- 
genetic one that in childhood, an unfounded fear of magical harm 
occurs as a relatively normal manifestation of development, whereas, 
later in life such beliefs are rationally no longer tenable. Here again 
we may apply the far reaching principle, ‘Ontogeny repeats phy- 
logeny.”’ 
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From earliest days, the transcendent powers of magical ritual were 
applied in two broad areas: (1) To bring good to others or to the self; 
(2) To bring harm to others or to the self. In the course of time, these 
two directions of application became more highly differentiated. Out 
of a primitive magic grewreligion and medicine, and from primitive 
medicine, modern science. The great psychological power of religion 
was its implied reward of good will and good deed to the faithful 
believer. The power of primitive medicine was applied for the pur- 
pose of assuring preservation of physical well-being. Religion and 
medicine developed independently, as outgrowths of the original 
principle of Magic, and with these two broad developments serving a 
benevolent purpose, the principles of magic came gradually and with 
increasing prominence to deal with malevolent purposes. 

The practices of sorcery and witchcraft thrived particularly in the 
15th, 16th, and 17th centuries. The belief in the magical power of 
certain persons to spread ill-will, or commit evil deeds abounded every- 
where. During this era persons who were supposed to be endowed 
with magical power were on rare occasions idolized, but more usually 
persecuted and tortured. Magical beliefs were not at this time uni- 
versally recognized as deviations in mental function. Gradually, per- 
sons thinking and acting in the sphere of magic were recognized as 
being mentally ill, and were appropriately treated. The demoniacal 
contagion, and the burning of witches at the stake slowly subsided. 
However, instances of torture of persons believed to be bewitched 
occurred both in America and Europe as late as the r1gth century. 
Even today occasionally one hears of the outcropping of witchery in 
the rural mountain country among ignorant uncivilized folk. How- 
ever, such forms of mental derangement as our patient exemplified are 
exceedingly rare in the civilized societies of today. 

I shall reproduce the clinical data relating to my patient in some 
detail in order to survey the psychodynamic development of her para- 
noid state, and to indicate some aspects of the psychopathology of 
belief in ‘“Black Magic.”’ 


The patient was an unmarried negro woman of 43 years, an intelli- 
gent, cultivated, and skilled social worker of high rank. Her para- 
noid fears developed while she was in the midst of a strenuous social 
welfare campaign among the people of her own race. Her fears had 
been latently present over a period of six or seven years, but did not 
overreach her rational control until a much later period, following a 
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panhysterectomy. Eventually, her emotional distress became quite 
severe and the efficiency of her work was seriously impaired due to the 
fact that she spent most of her energy and time devising magical means 
of counteracting the imagined magical attacks upon her body. 

The patient was the only child of parents who were divorced during 
her infancy because of her father’s infidelity. She had made her home 
permanently with her mother, and was permitted only on rare occa- 
sions to visit her father. The mother emphatically prohibited the 
child from showing the slightest interest in her father; she grew iras- 
cible if even so much as his name was mentioned in the home. For 
this reason the patient was compelled to cherish the love of her father 
secretly. The mother often bitterly lamented the father’s infidelity, 
and alluded frequently to ‘‘the treachery of all men.’ In character 
the mother was a typical old southern ‘‘mammy’’, genial, loving, but 
self-willed. The patient felt dependent on and yet burdensome to 
the mother, and tried to share her mother’s heavy work and domestic 
responsibilities. Secretly, she felt sorry for her mother because of the 
father’s betrayal of her, and also because the mother recurrently suf- 
fered severe menstrual pain. 

As a young child the patient expressed her feelings freely; when dis- 
satisfied with her mother's treatment of her she became frankly in- 
solent. The mother was puritanical, however, and often told the 

atient that she must never show anger or else she would lose all her 
Ronde. In consequence of this the patient began to fear to oppose her 
mother's will. At the early age of five years the patient recalled being 
tormented with fear lest she lose her mother, perhaps by her remar- 
riage, by her desertion, or by her death. Despite the mother’s fre- 
quent reassurances, she continued to be plagued with these fears up 
to the age of 13 years. 

When the patient was g years of age, the mother took into her home 
three young cousins, slightly older than the patient. The mother 
loved and cared for these children as she did for her own child, and the 
patient felt quite jealous of the attention paid them. They taunted 
her with such remarks as: “‘Mother will gladly sell you for a mere 
pittance’’, ‘‘Your bulging eyes will go blind’’, “You're going to die 
from poison because you're always tasting things’’. When the pa- 
tient was 15 years of age, these children left the home. 

The patient was a bright student in school and an avid reader. 
When she was 19 years of age, her father died. Having completed 
high school, she decided to pursue her studies toward a career in 
social work. She told her mother that the had chosen a career be- 
cause she had never been able to erase from her memory her mother’s 
marital unhappiness, had developed a strong distrust of men, and 
wished to ‘‘avoid the misery of a broken home’’. This attitude of 
rejection of men and marriage was reflected in her behaviour. She 
suppressed all sexual feelings, resisted all inclination to masturbate, 
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and although opportunity was plentiful, completely denied herself 
even the mildest forms of erotic contact with men. Throughout all 
her life she engaged in a succession of purely platonic friendships with 
men. These friendships were not lasting, however, because each 
relationship in turn was promptly terminated as soon as the man made 
any love overtures to her. 

Moreover, she did not wish to leave her mother, and hoped by means 
of a successful career to be able to provide comfort and ease for the 
later years of her mother’s life. After much bickering, the mother 
reluctantly acquiesced to her choice of a career but from this time on 
there were continual quarrels between mother and daughter because 
the daughter's plans frequently gave rise to the threat of their having 
to live apart from one another. On repeated occasions the patient was 

eatly chagrined because of the mother’s attempts to dissuade her 
ioeen these plans. In these quarrels, sometimes the mother, and 
sometimes the daughter yielded in order to avoid a separation between 
them. Despite this, there was a strong feeling of mutual obligation 
and devotion. Finally, after a long, trying period of working, and 
part time attendance at college, she graduated when 30 years of age. 
During this period, the mother worked very hard to help support the 
household. For three years the patient taught school, and then she 
obtained a fellowship for study in a school for social work in the East. 
This circumstance occasioned another severe quarrel, in which the 
mother finally yielded and accompanied the patient to the place of her 
latest educational pursuit. One year later the mother became ill, and 
insisted that the patient return home to care for her during her illness. 
The patient, with deep misgivings about giving up her fellowship, 
finally yielded. On returning with her mother to the mid-west, the 
patient undertook to supervise the social work of a colored community 
of a fair sized mid-western city. 

After a lingering illness with cancer of the uterus, the mother died. 
The patient was grief-stricken, and plunged into a heavy program of 
social welfare in order to forget her great loss. Commenting on this 
period, she said, “‘I spent the next eight years dodging grief, loneliness 
and matrimony.’ In the course of her prodigious endeavors to insti- 
tute an effective social welfare program for the negroes of the com- 
munity, the patient incurred the antagonism of several negro political 
factions. These factions were opposed to the patient and to the social 
welfare program she had instituted because she was considered an 
alien negro, having been imported from another city. She necessarily 
suffered a great deal of humiliation from these ote. She was 
beset with difficulties that arose not only from the resistance of certain 
groups of people in her community but also with certain serious 
difficulties in the organization of her own agency. Repeatedly the 
carrying out of her plans was either delayed or entirely obstructed by 
the unreasonable intrusion of the executive secretary's superior au- 
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thority. Although this woman's ideas of the functions of a social 
agency were outmoded and inefficient, she stubbornly pitted her anti- 
quated, ineffectual policies against the newer ideas advocated by the 
patient. The patient was chronically annoyed by these childish, 
obstructionist tactics but feared to rebel openly and doggedly pursued 
her own policies of social work. 

One other important aspect of the patient’s relationship with this 
executive secretary may be mentioned. During the illness of the pa- 
tient’s mother the secretary assumed the rdle of mother to the patient, 
lent her money to defray medical expenses, and treated the patient as 
if she were a child. This woman was herself quite neurotically de- 
pendent, and often called the patient at odd hours during the day and 
night to get advice. This reciprocal dependency continued over a 
period of some years, during which the patient became gradually more 
reticent and secretive. 

Two years prior to the recognized onset of the patient’s paranoid 
state, she developed symptoms of a benign tumor of the uterus diag- 
nosed as a fibroid. The executive secretary, however, frightened her 
with warnings that she might have cancer just like her mother, and 
insisted upon immediate operation. The patient underwent a com- 
plete resection of her uterus, ovaries, and tubes. After a six weeks 
period of uneventful convalescence, the patient returned to work, feel- 
ing quite well and having apparently had no unusual emotional reac- 
tion to the surgical menopause. 

Soon after, however, the patient began to be apprehensively pre- 
occupied with what she considered to be the inimical and threatenin 
attitude of certain groups of colored people in town. She oad 
these people as her enemies and began to feel increasingly suspicious 
of their intention, not only to injure her social and professional po- 
sition, but also to injure her bodily. Simultaneously she en a 
growing interest in fortune telling, astrology, and the reading of the 
horoscope. Some of the patient's friends felt that her motive ia 
delving into the mysteries of the unknown world was probably a 
desire to contact her now dead mother by spiritualistic means. 

From this time on she continuously interpreted innocent events as 
signifying subtle organized efforts to harm her through the diabolical 
methods of ‘Black Magic.’’ For purposes of brevity, her paranoid 
misconceptions may be condensed as follows: 

She talked of certain womenfolk, her ‘‘enemies’’, who were on the 
‘war path’. She believed that the people who were out to “‘get her’’ 
had assigned as many as fifteen ‘‘forerunners."’ It was the duty of 
these ‘‘forerunners’’ to try to contact the skin surface of the patient, 
perhaps by a mere light touch, and through such contact spread about 
the patient an invisible poison. When people inquired into her health 
the patient suspected that they knew an organized attempt was under 
way to injure her. When she was given gifts of food she was suspici- 
ous of secret attempts to poison her. 
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Whenever conversationally accosted by a colored woman in the 
street, she immediately felt dizzy, felt pains in her legs and withdrew as 
soon as possible. She interpreted this subjective distress as an indica- 
tion that the above mentioned invisible poison was being spread 
about her by a “‘forerunner.”’ 

She spoke frequently of certain notorious negroes in the community, 
as practicing the “Black Art.’’ For a small monetary consideration, 
she believed persons could secure the services of these practitioners for 
the purpose of magically injuring their enemies. The magical means 
for accomplishing this injury were infinite in number, esoteric in pro- 
cedure, and could only be used by certain recognized practitioners. 
These practitioners, if they wished, could instruct other persons in 
the use of the ‘Black Art.”’ 

She believed the “‘forerunners’’ or ‘‘attackers,’’ sometimes handed 
out doped cigarettes, which anesthetized the victim. Sometimes 
these ‘‘forerunners’’ offered chewing gum that had been contaminated 
with poison. This resulted in the swelling of the gums and a very 
sore mouth. The practitioners sometimes atin to plant a viru- 
lent spider in the house of the chosen victim. Should this person 
pos pana sR arsag herself against any contact with the black spider, 
and succeed in killing it, the injury would revert to the “‘attacker,”’ 
instead of harming the prospective victim. ‘‘Certain women’’ at- 
tempted to lightly brush her hair with their fingertips and so spread 
about her an invisible powder, which would cause her hair to become 
brittle, break, and fall out; this same powder might also injure her 
body. She thought the effect of this invisible poison powder was to 
crumple the skin, cause severe constipation which prevented the 
natural elimination of poison from the weg and also cause pains in 
the joints. The poison was sometimes spread on the floor and when 
this happened it made the victim feel as though insects were crawlin 
over her body. She stated that anyone who wrote his name with a 
pepper would inevitably be harmed as much as if they had swallowed 
small lizards in their food and the lizards injured their insides. Other 
superstitions had to do with the effect of chicken feathers and black 
cat bones. 

The patient believed she had been actually injured in these ways on 
a great number of occasions, and sought to protect herself from these 
noxious attacks by magical means. She believed that if these attacks 
were effectively counteracted, the harm would inevitably turn against 
and injure the “‘attacker’’ or “‘forerunner.’" In such efforts, she 
rubbed her body with vinegar and soda, made liberal use of herbs, 
laxatives, and antiseptics, and wore a coin on her ankle or in the bot- 
tom of her shoe. 

The patient attempted numerous other protections against possible 
injury through the practices of the ‘Black Art."’ She had special 
locks made on her } ora special window shutters, which could be 
securely fastened from the inside; she locked her clothes 1n the closet; 
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and annointed herself with special salves after taking baths in which 
was spread a protective powder. Whenever the patient shook hands 
with anyone she suspected might be a ‘‘forerunner’’ she quickly washed 
her hands and disinfected them thoroughly. She did not use the tele- 
phone without first disinfecting both the mouth piece and the ear 
piece. 

The number of such ideas elaborated by the patient were legion. 
Their implication was universally the same: certain practitioners of 
the ‘Black Art’’ utilized nefarious magical methods in order to com- 
mit with impunity a criminal attack upon her. She studied very 
carefully the complicated procedures by which she could counter-act 
the harmful effects of these menaces and turn the injury back so it 
affected the ‘‘attacker’’ rather than herself. The varieties of magical 
protection were fully as complicated as the methods used in attempting 
injury. 


INTERPRETATIVE COMMENT 


In rehearsing this woman's life experiences and the development of 
her unusual paranoid content, we are immediately impressed with 
certain conspicuous life-long trends in her emotional life. 

As a child, she felt quite insecure. She was unsure of her mother's 
love, and was prohibited from open love of her father by her mother's 
consistent admonitions against men. In effect her mother said: 
“Your father hurt me; all men are treacherous; You are like me, a 
woman; they will hurt you too. You can depend only on the love of 
your mother. Stay with me’’. Despite this assurance of maternal 
devotion, the patient found herself unable to fully trust her mother’s 
love and suffered a lurking fear that the mother would betray her by 
deserting her, remarrying or even by dying. 

The mother must have provided some early reasons for such distrust. 
Perhaps this distrust of her mother was reinforced in reality by the 
mother's attitude of giving as much love to three adopted children 
as to her own daughter. Notwithstanding this fear of the mother’s 
betrayal, the patient was quite dependent upon her, and developed an 
unconscious homosexual attachment to her, very much fostered by the 
mother's own attitude of exclusive devotion. This close identification 
with the mother made her feel that it was on the one hand painful and, 
on the other hand, dangerous to be a woman. Her fear of being hurt 
if she played the part of a woman induced her to renounce this rdle. 
She repressed her sexual feeling completely; permitted no erotic rela- 
tions with men, and denied herself marriage. 

Because she could not trust her mother’s love, she was unconsciously 
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hostile to her. This motivated an unconscious guilt feeling, and 
promoted strong feelings of obligation to her mother. She desired to 
propitiate her guilt by being a devoted companion to her mother and 
by providing comfort and ease for the last years of her mother’s life. 
However, the patient's narcissistic character, her denial of men, of 
maternity, her guilt feelings and exaggerated sense of obligation based 
upon unconscious homosexual hostility compelled sublimated ex- 
pression in a career of social work. Here there entered a new compli- 
cation; her mother’s selfishly possessive love competed with, and 
threatened to block her efforts at a successful life adjustment on a 
sublimated level. This naturally intensified her hostility for, and 
guilt toward her mother and also invited fear of the mother’s retalia- 
tion. The mother’s death from cancer of the uterus was a final 
symbolic punishment for being a woman. Unconsciously the patient 
may have believed herself responsible for her mother’s death. 

Her reality situation in social work and in the community might be 
conceived as a psychological parallel of her early family situation. 
The executive secretary served as a mother substitute; the inimical 
colored people of her community as her adopted siblings. Although 
some conflict developed between the executive secretary and herself, the 
patient permitted herself to get indebted to the woman and allowed 
an emotional relationship of mutual inter-dependence to develop. In 
a general way the precariously disguised homosexual attachment to 
this supervisor and the inimical attitude of the community folk re- 
capitulated the original family constellation. The actual threat 
directed toward her by the community, the potential threat of mutila- 
tion implied in the death of her mother from cancer of the womb, and 
finally her own operative mutilation for a tumor of the womb, forced 
into the foreground the paranoid maladjustment. 

While such a survey of the patient's personality growth provides 
some understanding of the genesis of her illness, and also explains its 
form, it does not however, account for its peculiar content. In my 
opinion, the unusual predominance in this patient of ideas of witch- 
craft and black magic has a sociological and racial source. Being a 
negro, the patient had especially in childhood been subjected by her 
mother to the influence of superstitious belief in the power of magical 
ceremonies. In her early years, many stories of witchcraft were 
recounted to her. With adulthood and the ripening of her intellectual 
vision, she rejected all such belief as being grounded in ignorance. 
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Notwithstanding this, her social mission carried her always back to 
negroes, among whom magical beliefs and practices strongly prevailed. 
She penetrated the essential fraudulence and chicanery of these prac- 
tices until such a time as her own psychic life produced a need for some 
magical communication with, and perpetration of hurt against 
another person, her mother or surrogate mother. When this need 
arose, her intellect no longer served its usual critical and controlling 
function. She began to accept en masse the beliefs in magic which had 
prevailed in the emotional life of her childhood experiences. 

It is of interest to note her preoccupation with black—*‘black”’ 
magic, “‘black’’ cats, **black’’ spiders, ‘‘black’’ art—and to consider 
its possible relation to her own blackness and hence to internal con- 
flicts concerning her color. Speculation may lead us a little further, 
for it will be remembered that her symptoms were apparently precipi- 
tated by her friction with a white woman, her superior in the office, 
toward whom it was necessary to suppress her hostility. Thus her 
association of evil works and deeds with blackness may have been a 
symbolic confession of her own guilt. 


CONCLUSION 


In this paper, I have sought to elucidate the nature of certain 
psychological dynamisms involved in the genesis of the belief in magic. 
I have attempted to do this mainly through a detailed analysis of the 
clinical data of a paranoid patient, whose delusions of persecution were 
prevailingly in the realm of ‘‘Black Magic’. 

It is perhaps of interest to indicate that this patient made an excellent 
social recovery from her paranoid illness. At the time of this writing, 
three years after the completion of her treatment, she is free of all signs 
of psychosis, is well adjusted emotionally and socially, and is executing 
in an admirable way an important project in social welfare. For her 
professional achievement she has earned the great respect of her 
community. 

This patient was treated over a period of ten months with a type of 
intensive psychotherapy, patterned on the basic principles of psycho- 
analysis. In the course of this period of treatment she was able 
successfully to abreact her fear, gain insight into her unconscious, 
pathological motivations, and to gradually appreciate how she had 
incorporated and subjectively utilized the magical ideas which came 
to her as a racial heritage. 
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BOOK NOTICES 


Introduction to Clinical Psychology. By Epwarp M. Wesrsuracu. 
Price $3.50. Pp. 312. Philadelphia: P. Blakiston’s Son & Co., 
1937- 
ia ooeeal this is an authoritative and valuable book for the clinical 

psychologist. The factual material is based aes years of practical 

experience in dealing with maladjusted individuals. The discussion 
of test results and their interpretation and statistical considerations is 
particularly valuable for the beginning clinician. Some of the author's 
theoretical interpretations, regarding the affective factors of the indi- 
vidual, appear questionable in the light of psychoanalytic literature. 
(B. C. S.) 


Freud, Goethe, Wagner. By Tuomas Mann. Price $2.00. Pp. 211. 

New York, Alfred A. Knopf, 1937. 

This collection of essays is written with the graceful style and 
thoughtfulness of content which characterize the justly celebrated 
author. The essay on Freud, delivered in commemoration of his 
eightieth birthday, is one which every psychiatrist will enjoy reading. 
He regards the assumption of the responsibility for one’s own be- 
havior, even though it may seem inexplicable or accidental or fateful, 
as the spiritual nucleus of the Freudian ideology. (CK. A. M.) 


What It Means To Grow Up. A Guide in Understanding the Develop- 
ment of Character. By Fritz Kinxer, M.D. Price $2.00. Pp. 
180. New York, Charles Scribner's Sons, 1937. 

This is an easily read, well-written exposition, from the Adlerian 
point of view, of character development. Growing up, according to 
Dr. Kiinkel, means developing from “‘egocentricity’’ (which covers a 
multitude of sins) to objectivity, which is mature adulthood. The 
first three chapters are valuable for educators and parents to read; the 
last three are only mildly interesting and of doubtful value. (CR. P. K.) 


Personality in Formation and Action. By Witt1am Hearty, M.D. Price, 

$2.00. Pp. 197. N. Y., W. W. Norton & Co., 1938. 

The description of the personality both in its formative and in its 
functional aspects which is made by Doctor Healy in this book em- 
bracing the Salmon Memorial lectures for 1937 has the combined merit 
of scientific accuracy and literary grace. It is a lucid and almost 
flawless statement of the modern psychiatric conception of the human 
being. CK. A. M.) 
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PUBLICATIONS BY MEMBERS OF THE STAFF 


Knicut, Rosert P.: The Psychodynamics of Chronic Alcoholism, 

J. Nerv. and Ment. Dis., 86: 538-548, November 1937. 

By using a sample case history as a frame of reference and comparison 
for other cases studied, the author discusses certain typical factors in 
the parental management of the child who becomes a chronic alco- 
holic and attempts to show how these early influences have developed 
neurotic patterns involving the use of alcohol. A few suggestions are 
made as to the initiating of psychoanalytic treatment. 





MENNINGER, Witu1aM C.: Psychological Factors in Disease. Wéis- 

consin M. J., 37:29-36, January 1938. 

It is the author's opinion that disease should always be considered as 
a psychosomatic reaction and that the emphasis may be either on the 
psychic or the somatic symptoms, but both components are always 
present. A classification of diseases is attempted to illustrate the 
various groups and the relation of the psychic component to the 
somatic. Brief suggestions regarding the management of the psychic 
component are given, with especial reference to the initial contact, the 
examination, and the subsequent treatment. 





Crark, Marjorie: Teaching on the Wards. Am. J. Nursing, 37:73-78, 

January 1938. 

This paper is a discussion of the methods available on the wards of a 
psychiatric hospital for the teaching of affiliate or postgraduate nurses. 
The value of this form of teaching is mentioned and the factors to be 
considered in the planning of the ward teaching program are presented 
and explained. The different methods of teaching on the ward, in- 
cluding individual teaching, morning circle, ward clinics, and group 
demonstrations are reviewed in detail and the advantages of each 
method pointed out. 


Erickson, Isaset: The Psychiatric Nursing Care of Manic-Depressive 
and Schizophrenic Psychoses. Trained Nurse & Hosp. Rev., 98:587- 
$92, June 1937. 

This paper emphasizes the difference between the duties and prob- 
lems of a psychiatric nurse and those of a general nurse. The prin- 
ciples of treatment of the psychiatric patient are outlined briefly, and 
the importance of the nurse's attitude toward the patient as part of the 
treatment is stressed. Special considerations concerning the nursing 
care of the manic-depressive and schizophrenic psychoses are briefly 
discussed. 











